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Background: Positive mental health (PMH) is an integral and essential component of health that en-
compasses emotional, psychological and social well-being. The Keyes' two continua model of mental
health and illness posits that mental health status is not merely the absence of mental health problems,
and it can be enhanced regardless of a diagnosis of mental illness. The present study hypothesized that
mentally ill patients with higher levels of PMH would be associated with better life satisfaction and
general functioning.
Methods: 218 outpatients with affective disorders at a tertiary psychiatric hospital were recruited and
administered the multidimensional Positive Mental Health instrument, which was validated and de-
veloped in Singapore to measure PMH. Depression and anxiety severity were also assessed. Associations
of positive mental health with life satisfaction and general functioning were investigated in linear re-
gression models.
Results: PMH scores varied largely within patients with depressive and anxiety disorders but did not
differ statistically across the two diagnoses, except for emotional support. PMH was associated with both
life satisfaction and general functioning with little evidence of confounding by sociodemographic and
clinical status.
Limitations: The cross-sectional design of the study could not examine causal relationships. Findings may
be restrictive to treatment-seeking population with speciﬁc affective disorders.
Conclusion: Our study provides evidence to support the notion that a good mental health state is not
simply the absence of a mental disorder. Mentally ill patients can also have high levels of PMH that
possibly have a moderating or mediating effect on the relationship between patients' clinical symptoms
and life satisfaction or general functioning.
& 2015 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Mental health is deﬁned by the World Health Organization
(WHO) as a ‘state of well-being in which an individual realizes his
or her abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to
their community’ (World Health Organization, 2005). Good mental
health is fundamental to the well-being and the effective func-
tioning of the self and societies. To deﬁne and operationalize the
key elements of mental health, two traditional theories of well-
being have since been proposed by researchers- the hedonic well-B.V. This is an open access article u
of Mental Health, Buangkok
pore.
.S.E. Seow).being and eudaimonic well-being (Ryan and Deci, 2001; Water-
man, 1993). Hedonic well-being involves one’s dealings with
happiness, satisfaction and interest with life i.e. the emotional
aspect while eudaimonic well-being advocates the realization of
one’s own potentials as the key to a good life. The expansion of
scientiﬁc study of well-being has led experts to integrate theories
and components of hedonic and eudaimonic well-being into
composite models of mental health (Ryan and Deci, 2001). The
concept of positive mental health (PMH) was thus developed to
reﬂect the combination of emotional, psychological and social
well-being that is necessary for an individual to be considered
mentally healthy (Keyes, 2002). It is viewed as the make-up of
hedonic well-being (the emotional component), as well as the
psychological and societal components of eudaimonic well-being.
The psychological component represents the subjective evaluation
of individual optimal functioning while the social componentnder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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community (Keyes, 2005a, 2007). In short, PMH refers to the po-
sitive perceptions of the self, the world, and the future, leading to
positive mood, coping and good social skills.
The relationship between positive mental health and psycho-
pathology has been described in Keyes' two-continua model,
which proposes that mental illness and mental health are related
but exist on two distinct dimensions: one continuum indicates the
presence or absence of mental health while the other indicates the
presence or absence of mental illnesses (Keyes, 2005a). While
mental health was used to be conceptualized as the absence of
mental illness, this model supports the notion that mental health
can be enhanced regardless of a diagnosis of mental illness. In
other words, the model encompasses 4 possible states that an
individual may experience: (1) optimal mental health with mental
illness, (2) poor mental health with mental illness, (3) poor mental
health without mental illness and lastly, (4) optimal mental health
without mental illness. The most important implication of the two
continua model holds that an individual is only in a state of
complete mental health when he or she experiences both absence
or low levels of psychopathological symptoms and a good state of
mental health. Our study, however, intends to focus on positive
mental health in individuals with mental illnesses, particularly
affective disorders. There is evidence to suggest that mental health
is more than the absence of mental illness and that a mentally ill
individual may not necessarily have poor mental health status. In
the Midlife Development Study (MIDUS) in the United States, 14.1%
of the adult population was revealed to have a major depressive
episode and among them, two thirds were “ﬂourishing” (i.e. pre-
sence of mental health) or had moderate mental health while a
third were “languishing” (i.e. absence of mental health) (Keyes,
2002). The 2012 Canadian Community Health Survey-Mental
Health (CCHS-MH) also found continuous mental health score to
be only moderately correlated with any mental disorder, and
ﬂourishing (4.5%) or moderate mental health (4.7%) to occur in the
presence of mental illness among the Canadian population (Gil-
mour, 2014).
Studies also showed that good mental health is associated with
better outcomes, and it is worth noting that such relationships are
maintained regardless of the presence of mental illness. The
MIDUS study found ﬂourishing and moderate mental health to be
signiﬁcantly associated with superior proﬁles of psychosocial
functioning such as better perceived emotional health, less overall
limitations of daily living, and lower numbers of workdays lost or
cutback, compared to those with languishing mental health or
those with depression (Keyes, 2002). In addition, states other than
having complete mental health were associated with increased
risk for cardiovascular diseases (Keyes, 2004), more physical
chronic conditions (Keyes, 2005b), as well as greater use of acute
health care services and prescription medication (Keyes and
Grzywacz, 2005). Improvements in levels of PMH have been as-
sociated with decline in mental illnesses in a population (Keyes
et al., 2010) and the absence of it was known to increase the
probability of all-cause mortality for both men and women at all
ages, even after adjusting for known causes of death (Keyes and
Simoes, 2012). Prevalence of depression and anxiety has been
generally associated with lower level of subjective well-being and
higher level of psychological distress compared to the general
population (Dyrbye et al., 2006). In addition, individuals who ex-
perience symptoms of depression and anxiety also reported lower
levels of PMH compared to those without (Vaingankar et al., 2013).
Given the unique impact of good mental health on health and
physiology (Dyrbye et al., 2012; Keyes and Simoes, 2012), we in-
tend to examine the following objectives through our study:
(1) the level of PMH, measured using a culturally-relevant scale in
a multi-ethnic Asian population, among a group of outpatientswith depressive and anxiety disorders, (2) the sociodemographic
and clinical correlates of PMH, and (3) the association of PMH with
life satisfaction and general functioning in this population.2. Methods
2.1. Study participants
This cross-sectional study recruited adult patients who were
seeking treatment at the outpatient clinic of Institute of Mental
Health, the main psychiatric hospital in Singapore during the
period from January 2014 to May 2015. Inclusion criteria included
having a clinical diagnosis of depressive or anxiety disorder as
determined by a psychiatrist using ICD-9 criteria; aged 21–65
years; being literate in English and able to self–complete study
questionnaires. Those with intellectual disabilities and new pa-
tients who were consulting a psychiatrist for the ﬁrst time were
excluded. The participants were assessed using with the Global
Assessment of Functioning (GAF) which were administered by
trained raters and were asked to complete several survey scales
including the Positive Mental Health instrument, Generalized
Anxiety Disorder 7-items (GAD-7) scale, Patient Health Ques-
tionnaire 8-items (PHQ-8) scale and Satisfaction with Life Scale
(SWLS). Sociodemographic information (e.g., age, gender, ethni-
city) were collected using a structured questionnaire. In addition,
clinical information (e.g., age of illness onset, mental health ser-
vices utilization in the past year) was obtained from the patients’
medical records. Written informed consent was obtained. The
study was approved by the ethics committee of the Domain Spe-
ciﬁc Review Board of the National Healthcare Group, Singapore.
2.2. Instruments
The Positive Mental Health instrument is a self-administered
47-item instrument that was developed and validated in Singa-
pore to measure level of mental health in a general population
(Vaingankar et al., 2011), as well as among the psychiatric popu-
lation (Vaingankar et al., 2015). It covers multi-dimensional do-
mains of PMH including (i) general coping (GC)- “When I feel
stressed, I try to solve the problem one step at a time”, (ii) emo-
tional support (ES)- “There is someone to cheer me up if I am
having a bad day”, (iii) spirituality (S)- “I ﬁnd comfort in my re-
ligion and or spiritual beliefs”, (iv) interpersonal skills (IS)- “I get
along well with others”, (v) personal growth and autonomy (PGA)-
“I know what I need to do to reach my goals”, and (vi) global affect
(GA). Subjects indicate how well the given description resembles
them on a rating scale from “Not at all like me (1)” to “Exactly like
me (6)”, except for the global affect subscale which required
subjects to indicate how often over the past 4 weeks they felt
calm, happy, peaceful, relaxed and enthusiastic on a 5-point re-
sponse scale. The PMH total and domain-speciﬁc scores are ob-
tained by adding scores of the respective items and dividing by the
number of items in each subscale. Detailed information on the
questionnaire has been reported elsewhere (Vaingankar et al.,
2011).
The 7-item Generalised Anxiety Disorder-7 (Spitzer et al.,
2006) scale and the 8-item Patient Health Questionnaire-8
(Kroenke et al., 2009) scale are brief questionnaires developed to
measure anxiety and depression symptoms severity respectively.
In both scales, participants were asked how often they have been
bothered by each of the items on a 4-point scale, where 0¼not at
all and 3¼nearly every day, in the past 2 weeks. Scores are sum-
med and higher score represents greater anxiety or depression.
The Satisfaction with Life Scale (Diener et al., 1985) is a short
5-item instrument used to measure global cognitive judgements of
Table 1
Characteristics of study subjects.
Frequency %
Age Group 21–39 years 116 53.2
40–65 years 102 46.8
Gender Male 112 51.4
Female 106 48.6
Ethnicity Chinese 94 43.1
Malay 59 27.1
Indian 65 29.8
Marital status Never married 100 47.2
Married 77 36.3
Divorced/separated/widowed 35 16.5
Education Primary or below 24 11.0
Secondary 59 27.1
Pre-tertiary 105 48.2
Tertiary and above 30 13.8
Employment Employed 107 49.1
Unemployed 111 50.9
Diagnosis type Depression 139 63.8
Anxiety 79 36.2
Hospitalization Yes 30 13.8
No 188 86.2
E-Room visit Yes 83 38.6
No 132 61.4
Psychologist visit Yes 81 37.5
No 135 62.5
Mean SD
Age in years 38.4 11.7
Age of onset in years 32.7 10.8
PHQ score 2.30 0.82
GAD score 1.50 0.89
SWLS score 3.60 1.57
GAF score 49.4 15.6
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their agreement with each item on a 7-point scale from strong
disagree to strongly agree. Scores are summed and higher score
represents greater satisfaction.
The Global Assessment of Functioning (Aas, 2010) was inter-
viewer-administered to assess psychological, social and occupa-
tional functioning of the patients. It is a reﬂection of the evaluating
interviewer’s judgement of a patient’s ability to meet various
problems-in-living. The scoring ranges from 0 to 100 where higher
score represents greater level of individual’s overall functioning at
the time of enrolment. A GAF score in the 91–100 range indicates
optimal mental health and coping capabilities while those in the
1–10 range may be considered suicidal and incapable of main-
taining minimal personal hygiene.
2.3. Statistical analyses
Statistical analyses were performed using IBM SPSS, version 23.
Descriptive statistics were tabulated for the overall sample. Mean
and standard deviation were calculated for continuous variables,
and frequencies and percentages for all other categorical variables.
Independent t-tests and ANOVA with Bonferroni post-hoc tests
were performed to establish differences in mean scores for total
PMH and its speciﬁc domains by sociodemographic and clinical
subgroups. Multiple linear regression analysis was used to explore
the predictive power of socio-demographic and clinical variables
in relation to the PMH total and domain-speciﬁc scores as de-
pendent variables. For the purpose of examining the association of
PMH with life satisfaction (SWLS) and general functioning (GAF), a
series of linear regression models were also performed. Multi-
variate regression analyses modeled SWLS and GAF scores as de-
pendent variables separately with the PMH total score entered as a
quantitative independent variable. Beta (β) coefﬁcients represent
average changes in mean scores of the dependent variables for
each increment change in the PMH score. The adjusted models
were analysed by including additional factors in the following
sequence: sociodemographic status (age, gender, ethnicity, marital
status, education, and employment) in Model 1, both socio-
demographic and clinical statuses (type of diagnosis, age of onset,
hospitalization, E-room visit and contact with psychologist) in
Model 2, and sociodemographic and clinical statuses and symp-
toms severity (PHQ and GAD scores) in the ﬁnal Model 3. Statis-
tical signiﬁcance was considered at po0.05 and all tests were
2-sided.3. Results
3.1. Sample characteristics
A total of 218 subjects were recruited (139 with depressive
disorder and 79 with anxiety disorder). Sociodemographic and
clinical characteristics of the study subjects are shown in Table 1.
The sample had almost equal proportion of males and females, as
well as those who were employed and unemployed. There was a
slightly higher proportion of those in the younger age group, and
highest proportion were never married and had pre-tertiary
education. In term of ethnic distribution, 43.1% were Chinese,
27.1% Malays and 29.8% were Indians. 13.8% of them had a psy-
chiatric hospitalization. Slightly more than a third had an emer-
gency room use and about the same proportion had a contact with
a psychologist for their mental health problems in the last one
year.
3.2. PMH total and domain scores among the patient populationwith affective disorders
Our sample had reported a wide range for PMH total scores
(M¼3.74, SD¼0.93) from 1.37 to a 5.95. The lowest and highest
possible scores were 1.00 and 6.00 respectively. The median score
was 3.81. In terms of domain scores, the group had the highest
mean score in interpersonal skills (M¼4.21, SD¼1.03) and lowest
mean score in global affect (M¼3.31, SD¼1.11).
3.3. Differences in PMH total and domain scores across socio-
demographic and clinical status
The mean (SD) of the total PMH and domain-speciﬁc scores for
the entire sample and by socio-demographic and clinical groups
are shown in Table 2. There were signiﬁcant differences in total
PMH and its domains across the sociodemographic variables,
particularly for age group, marital status, and employment status.
Age group differences existed for the GC, S, PGA and GA domains,
with the younger age group performing worse in all aspects.
Marital status differences also existed for the GC, ES, S and PGA
domains, with the ‘never married’ group scoring lower than the
‘married’ group in all aspects. Lastly, employment status differ-
ences existed for GC, ES, IS, PGA and GA domains, with those who
were employed scoring higher than those unemployed in all as-
pects. For clinical variables, age of onset group differences were
observed in total PMH and other domain scores such as GC, S and
PGA. There were also signiﬁcant differences in total PMH and its
domains across the use of different health services in the past one
year, particularly for psychiatric admission and psychologist visit.
Those who were hospitalized had lower scores in domains of PGA
and GA, and those who had a contact with a psychologist had
lower scores in domains of GC and PGA, as compared to both their
counterparts. Overall, the mean PMH total scores did not differ for
groups across gender, ethnicity, education, diagnosis and
Table 2
PMH total and domain scores across sociodemographic and clinical characteristics.
Total PMH score General coping Emotional support Spirituality Interpersonal skills Personal growth and
sutonomy
Global affect
Total sample Mean SD p Mean SD p Mean SD p Mean SD p Mean SD p Mean SD p Mean SD p
3.74 0.93 3.65 1.14 3.79 1.36 3.67 1.54 4.21 1.03 3.79 1.16 3.31 1.11
Age Group 21–39 years 3.57 0.94 0.004 3.40 1.17 o0.001 3.79 1.33 0.938 3.42 1.59 0.009 4.13 1.00 0.212 3.51 1.18 o0.001 3.17 1.12 0.049
40–65 years 3.93 0.89 3.94 1.04 3.80 1.40 3.96 1.44 1.06 4.10 1.06 3.47 1.09
Gender Male 3.75 0.97 0.849 3.72 1.18 0.360 3.74 1.41 0.531 3.58 1.60 0.356 4.28 1.01 0.341 3.84 1.19 0.527 3.35 1.21 0.600
Female 3.75 0.89 3.58 1.10 3.85 1.31 3.77 1.48 4.14 1.05 3.74 1.13 3.27 1.01
Ethnicity Chinese 3.66 0.90 0.463 3.53 1.12 0.351 3.98 1.28 0.200 3.18 1.54 o0.001a,b 4.22 0.97 0.922 3.69 1.16 0.484 3.35 1.09 0.891
Malay 3.85 0.94 3.73 1.26 3.67 1.37 4.35 1.32 4.24 1.04 3.82 1.16 3.27 1.01
Indian 3.76 0.96 3.77 1.04 3.64 1.45 3.77 1.49 4.17 1.11 3.91 1.17 3.28 1.24
Marital Status Single 3.52 0.95 0.003c 3.42 1.15 0.016c 3.63 1.38 0.005 c,d 3.35 1.54 0.015c 4.05 1.05 0.065 3.50 1.22 0.003c 3.19 1.08 0.118
Married 3.99 0.86 3.86 1.10 4.17 1.21 3.95 1.50 4.41 0.94 4.05 1.03 3.51 1.15
Divorced/separated/
widowed
3.78 0.88 3.86 1.10 3.41 1.48 3.97 1.50 4.22 1.11 4.00 1.10 3.19 1.09
Education Primary or below 3.66 1.00 0.836 3.44 1.08 0.468 3.66 1.42 0.319 3.73 1.42 0.433 3.82 1.30 0.221 3.86 1.20 0.792 3.44 1.16 0.134
Secondary 3.69 0.89 3.77 1.17 3.54 1.39 3.91 1.51 4.21 1.00 3.69 1.11 3.04 1.04
Pre-tertiary 3.80 0.96 3.69 1.17 3.92 1.31 3.62 1.60 4.26 0.98 3.86 1.17 3.45 1.07
Tertiary and above 3.68 0.86 3.45 1.01 3.96 1.43 3.36 1.49 4.38 0.99 3.69 1.21 3.25 1.29
Employment Employed 3.89 0.86 o0.001 3.87 1.09 0.002 3.99 1.33 0.009 3.71 1.57 0.124 4.43 1.02 o0.001 3.90 1.11 0.002 3.43 1.06 0.017
Unemployed 3.17 0.99 3.09 1.21 3.23 1.28 3.18 1.53 3.55 0.91 3.10 1.39 2.88 1.00
Diagnosis Type Depression 3.70 0.92 0.454 3.66 1.10 0.906 3.62 1.36 0.010 3.78 1.52 0.193 4.17 1.07 0.411 3.75 1.13 0.460 3.25 1.07 0.311
Anxiety 3.80 0.95 3.64 1.21 4.11 1.31 3.49 1.57 4.29 0.97 3.87 1.21 3.41 1.19
Age of onset o30 years old 3.55 0.94 0.004 3.40 1.12 0.002 3.81 1.32 0.989 3.23 1.50 o0.001 4.09 1.02 0.091 3.52 1.24 0.001 3.26 1.19 0.591
430 years old 3.91 0.89 3.87 1.11 3.81 1.39 4.07 1.48 4.32 1.03 4.03 1.03 3.35 1.05
Hospitalization Yes 3.40 1.11 0.030 3.43 1.16 0.247 3.50 1.54 0.203 3.36 1.63 0.226 3.91 1.26 0.089 3.32 1.44 0.016 2.87 1.13 0.019
No 3.79 0.89 3.69 1.13 3.84 1.33 3.72 1.53 4.26 0.98 3.86 1.09 3.38 1.10
E-room use Yes 3.59 0.97 0.067 3.52 1.18 0.157 3.63 1.45 0.164 3.57 1.67 0.410 4.13 1.03 0.404 3.64 1.23 0.113 3.08 1.13 0.014
No 3.83 0.90 3.75 1.12 3.89 1.31 3.75 1.46 4.25 1.04 3.90 1.10 3.46 1.10
Psychologist
consultation
Yes 3.55 0.95 0.023 3.44 1.12 0.030 3.58 1.33 0.084 3.62 1.58 0.704 4.07 1.03 0.114 3.49 1.17 0.003 3.12 1.08 0.052
No 3.85 0.91 3.78 1.14 3.97 1.38 3.70 1.53 4.30 1.03 3.97 1.11 3.42 1.13
Signiﬁcant difference was set at po0.05 derived from independent t-test and one way ANOVA test.
Bonferroni post hoc test:
a Signiﬁcant difference between Chinese vs Malay.
b Signiﬁcant difference between Chinese vs Indian.
c Signiﬁcant difference between Single vs Married.
d Signiﬁcant difference between Married vs Separated/Divorced/Widowed.
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Table 3
Sociodemographic and clinical correlates of PMH total and domain scores.
Total PMH score General coping Emotional support Spirituality Interpersonal skills Personal growth and
autonomy
Global affect
β 95% CI β 95% CI Β 95% CI β 95% CI β 95% CI β 95% CI β 95% CI
Age 40–65 vs 21–39 years 0.21 (0.51, 0.10) 0.09 (0.53,
0.34)
0.59 (1.06,
0.11)*
0.08 (0.68, 0.51) 0.28 (0.69, 0.14) 0.02 (0.40, 0.44) 0.21 (0.54, 0.12)
Male vs Female 0.13 (0.07, 0.34) 0.20 (0.08,
0.48)
0.02 (0.29, 0.33) o0.01 (0.39, 0.39) 0.23 (0.04, 0.50) 0.22 (0.05, 0.50) 0.13 (0.09, 0.34)
Malay vs Chinese 0.37 (0.11, 0.64)** 0.30 (0.07,
0.67)
0.07 (0.47, 0.34) 1.34 (0.83, 1.86)** 0.17 (0.19, 0.52) 0.28 (0.08, 0.64) 0.20 (0.08, 0.49)
Indian vs Chinese 0.28 (0.02, 0.53)* 0.43 (0.08, 0.78)* 0.08 (0.47, 0.34) 0.63 (0.15, 1.12)* 0.15 (0.19, 0.49) 0.38 (0.04, 0.72)* 0.14 (0.13, 0.41)
Married vs Single 0.02 (0.23, 0.28) 0.11 (0.47,
0.25)
0.33 (0.06, 0.72) 0.16 (0.65, 0.33) 0.18 (0.16, 0.53) 0.03 (0.38, 0.32) 0.07 (0.34, 0.21)
Divorced/ separated/ widowed vs
Single
0.14 (0.20, 0.47) 0.22 (0.25,
0.69)
0.09 (0.43, 0.60) 0.07 (0.58, 0.72) 0.36 (0.09, 0.80) 0.21 (0.24, 0.66) 0.13 (0.49, 0.23)
Secondary vs Primary or below 0.25 (0.11, 0.61) 0.51 (0.00, 1.01) 0.02 (0.57, 0.54) 0.56 (0.14, 1.25) 0.62 (0.14, 1.11)* 0.08 (0.41, 0.57) 0.25 (0.63, 0.14)
Pre-tertiary vs Primary or below 0.34 (0.04, 0.71) 0.51 (0.02,
1.04)
 .002 (0.58, 0.58) 0.78 (0.06, 1.51)* 0.62 (0.11, 1.12)* 0.25 (0.26, 0.76) 0.14 (0.55, 0.26)
Tertiary and above vs Primary or
below
0.19 (0.26, 0.63) 0.13 (0.49,
0.76)
0.02 (0.67, 0.70) 0.68 (0.18, 1.54) 0.69 (0.09, 1.28)* 0.01 (0.59, 0.61) 0.40 (0.88, 0.07)
Employed vs Unemployed 0.09 (0.13, 0.31) 0.32 (0.01, 0.63)* 0.09 (0.43, 0.25) 0.02 (0.44, 0.41) 0.12 (0.17, 0.42) 0.13 (0.17, 0.42) 0.05 (0.18, 0.29)
Anxiety vs Depression 0.08 (0.30, 0.14) 0.07 (0.37,
0.24)
0.01 (0.33, 0.35) 0.26 (0.69, 0.16) 0.05 (0.34, 0.24) o0.01 (0.30, 0.30) 0.12 (0.36, 0.11)
Hospitalisation: No vs Yes 0.10 (0.22, 0.43) 0.06 (0.51,
0.40)
o0.01 (0.50, 0.50) 0.25 (0.38, 0.88) 0.17 (0.27, 0.60) 0.19 (0.25, 0.63) 0.06 (0.29. 0.41)
E-room: No vs Yes o0.01 (0.23, 0.23) o0.01 (0.33,
0.33)
0.03 (0.39, 0.33) 0.14 (0.32, 0.59) 0.08 (0.39, 0.23) 0.07 (0.39, 0.25) 0.04 (0.21, 0.29)
Psychologist: No vs Yes 0.05 (0.16, 0.27) 0.06 (0.24,
0.36)
0.21 (0.12, 0.55) 0.24 (0.65, 0.18) 0.06 (0.23, 0.35) 0.16 (0.13, 0.45) 0.05 (0.19, 0.28)
Age of onset (in years) 0.02 (0.01, 0.04)** 0.03 (0.01, 0.05)** 0.01 (0.01, 0.03) 0.04 (0.01, 0.06)* 0.02 (0.003,
0.04)
0.02 (0.000, 0.04) 0.01 (0.004, 0.03)
Anxiety severity (GAD) 0.02 (0.16, 0.19) 0.12 (0.36,
0.13)
0.18 (0.09, 0.45) 0.35 (0.02, 0.69)* 0.04 (0.27, 0.19) 0.002 (0.23, 0.24) 0.28 (0.47,
0.10)**
Depression severity (PHQ) 0.22 (0.41,
0.03)*
0.02 (0.25,
0.29)
0.50 (0.79,
0.20)**
0.47 (0.84,
0.09)*
0.04 (0.22, 0.30) 0.07 (0.33, 0.19) 0.35 (0.55,
0.14)**
General functioning (GAF) 0.01 (0.01, 0.02)** 0.02 (0.01, 0.03)** 0.02 (0.01, 0.03)** 0.01 (0.02, 0.01) 0.02 (0.01, 0.03)** 0.02 (0.01, 0.03)** 0.01 (0.004, 0.02)**
Life satisfaction (SWLS) 0.25 (0.18, 0.33)** 0.19 (0.08, 0.29)** 0.31 (0.20, 0.43)** 0.34 (0.19, 0.48)** 0.16 (0.06, 0.26)** 0.27 (0.17, 0.38)** 0.24 (0.16, 0.32)**
Unstandardised beta coefﬁcient was derived from multiple linear regressions.
* po0.05.
** po0.01.
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niﬁcant lower S scores as compared to the Malays and Indians.
Those who had depression had lower ES scores than those who
had anxiety disorder. Finally, those who had a visit to the emer-
gency room also had lower GA scores than those who did not.
3.4. Socio-demographic and clinical correlates of PMH total and
domain scores
Results are shown in Table 3. Multiple linear regression ana-
lyses revealed life satisfaction to be signiﬁcantly associated with
PMH total and all six domain scores. General functioning was also
found to be signiﬁcantly associated with all scores except for the S
domain. For sociodemographic correlates, only ethnicity was
found to be signiﬁcant predictor for PMH total score and domains
of GC, S and PGA. Age group was also associated with ES, education
status was associated with S and IS, and employment status was
associated with GC. For clinical correlates, both age of onset and
depression severity were found to signiﬁcantly predict PMH total
score. Age of onset was also associated with GC and S, and de-
pression severity was associated with ES, S and GA. In addition,
anxiety severity was associated with S and GA.
3.5. Association of PMH total score with life satisfaction and general
functioning
The multivariable analyses of PMH with life satisfaction and
general functioning are summarized in Table 4. There was a gen-
eral trend of reductions in the sizes of association following sub-
sequent adjustments for sociodemographic status (Model 1),
clinical status (Model 2), and symptoms severity (Model 3). For the
two outcome measures, associations with PMH were most con-
founded by symptom severity, with substantial attenuation ob-
served. The magnitude of associations of PMH with life satisfaction
and general functioning had relatively little change after adjusting
for sociodemographic and clinical status. Overall, the signiﬁcant
associations of PMH with life satisfaction and general functioning
persisted and remained even after full adjustments. Multi-
collinearity among all the variables was assessed across all models,
with variance inﬂation factor reported to be below 5 in all
circumstances.4. Discussion
Positive mental health is an important aspect of psychology
and psychiatry, and it helps to safeguard our mental well-being by
preventive measures, controlling factors leading to the develop-
ment of mental disorders or complications due to worsening of
mental disorders, as well as providing a healthy environment fa-
vorable for sound human relationships (Milanifar, 1997). Speciﬁc
domains of positive mental health including general coping,
emotional support, spirituality, interpersonal skills, personalTable 4
Unadjusted and adjusted β coefﬁcients (95% CI) from linear regression analyses represe
Unadjusted Model 1a
β 95% CI p β 95% CI
PMH mean score
Life Satisfaction 0.98 0.80–1.17 o0.001 0.92 0.72–1.12
General Functioning 7.61 5.59–9.63 o0.001 7.69 5.72–9.66
a Adjusted for age, gender, ethnicity, marital status, education, and employment.
b Adjusted for Model 1 plus type of diagnosis, age of onset, and health services util
c Adjusted for Model 2 plus symptoms severity (PHQ and GAD scores).growth and autonomy, and global affect were examined in this
study using a locally developed and validated instrument, instead
of the Mental Health Continuum adopted in Keyes’ studies.
Nonetheless, our study lends support to Keyes’ two-continua
model in that mental health can be maintained in the presence of
a mental illness. PMH scores varied largely within the group of
patients with affective disorders from low to high PMH, and did
not show any signiﬁcant differences across depressive and anxiety
disorders, except for emotional support. Evidences supporting the
two continua model have been investigated in those who met
criteria for lifetime or current diagnosis of mental disorders among
the general population (Gilmour, 2014; Keyes, 2002; Westerhof
and Keyes, 2010) but to the best of our knowledge, our study may
be the ﬁrst to provide such evidence from the perspective of a
treatment-seeking population with affective disorders. We believe
it is important to explore the level and determinants of PMH
among these individuals diagnosed with mental illnesses so that
clinicians and health professionals may formulate crucial well-
being interventions in the treatment and rehabilitation of these
individuals within clinical settings. The current study also revealed
sociodemographic and clinical differences, as well as the corre-
lates, of PMH total and its domains scores among this patient
group.
Firstly, those in the younger age group had lower levels of PMH
compared to the older group and those with early onset of illness
also had lower levels of PMH compared to those with late onset.
However, after controlling for all possible confounding variables in
the regression model, the effect of age group was no longer sig-
niﬁcant. This may be possibly explained by the earlier age of illness
onset in the younger age group, which was found to be associated
with PMH in the regression model. In our sample, the younger age
group of 21–39 years had a mean age of illness onset at 25.2 years
(5.9) while the older age group of 40–65 years had a mean age of
onset at 41.2 years (8.4). An earlier study similarly found that those
had an earlier age of onset of their ﬁrst major depressive episode
had more impaired social and occupation functioning, poorer
quality of life, a more negative view of life and self, and greater
symptom severity than those who had a later age of onset (Zisook
et al., 2007). Early adult onset (18–30 years) was also found to be
associated with comorbid personality deviances, higher levels of
neuroticism, and a lower rate of stressful life events preceding
illness onset compared to late adult onset (31–70 years) which
was associated with environmental risk factors such as more fre-
quent stressful life events instead (Bukh et al., 2011). Negative
outcomes such as suicidal behaviors were predicted by despair
and impaired coping among young people with depression
(Swanston et al., 1999). These evidences suggest that the lower
PMH among patients with early onset of mental illnesses, parti-
cularly among the younger patients, may be linked to the learned
helplessness paradigm as suggested by Swanston et al. as they
may be inexperienced to cope with their onset of symptoms. With
regards to age, our study revealed that patients in the older age
group (40–65years) may experience lower emotional support asnting association of positive mental health with life satisfaction and functioning.
Model 2b Model 3c
p β 95% CI p β 95% CI p
o0.001 0.94 0.74–1.15 o0.001 0.75 0.53–0.98 o0.001
o0.001 7.20 5.19–9.22 o0.001 5.22 3.04–7.41 o0.001
ization.
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sons contributing towards lower perceived emotional support may
be due to possible changes in social support along with increased
age such as decreased emotional afﬁnity with parents through
adulthood (Hartnett et al., 2013), transition into caregiving role
with heavier sense of emotional burden (Schulz and Beach, 1999),
or spousal bereavement. Nonetheless, actual causes underlying
worse emotional support among patients in the older age group
pose cause for concern and require further investigations.
Secondly, ethnic differences were observed for PMH scores,
speciﬁcally in the domain of spirituality. Racial or ethnic differ-
ences in mental health have been well documented (U.S. Depart-
ment of Health and Human Services, 2001; Takeuchi and William,
2003) Our study found that the Malays and Indians were asso-
ciated with better spirituality scores compared to the Chinese. It
has been reported that Malays tend to have higher scores on re-
ligiosity determined by frequency of prayers and attendance at
religious services than the other two ethnic groups, while most
Malays and Indians considered religion as important to their daily
life compared to the Chinese (Institute of Southeast Asian Studies,
1985). A study on religiosity by the Institute of Policy Studies in
Singapore (Mathew et al., 2014) also revealed that religious iden-
tity is the strongest among the Muslims, which are made up of
majority ethnic Malays followed by the Indians. Studies have
shown the positive effect of religious afﬁliation on physical and
mental health (Koenig et al., 1998; Weaver and Koenig, 2006).
Thirdly, those with primary or lower education attainment
were found to score lower on the domain of interpersonal skills,
compared to their counterparts. The relationship between social
skills (including interaction with others) and academic achieve-
ments has been described as reciprocal, where social skills and
academic performance may have an inﬂuence on each other
consistently over time (Parke et al., 1998). Peer rejection and low
peer acceptance has been associated with negative school atti-
tudes, lower class participation and eventually, lower levels of
academic attainment (Ladd et al., 2002). Those who lack inter-
personal skills or display behavioral problems were also more
likely to drop out from schools early (Wilkins and Bost, 2014).
Lastly, our study showed that those who had utilized other
mental health services (hospitalisation, E-room and psychologist)
had lower levels of PMH compared to those who did not. However,
the association between PMH and the use of other mental health
services becomes insigniﬁcant after controlling for all other vari-
ables in the regression model. One possible explanation is that the
use of these psychiatric services may be linked to symptom se-
verity (particularly depression) and poor functioning that were
associated with PMH as well. The use of mental health services
and psychiatric hospitalization has been consistently predicted by
severity of psychological disorder or need factors, instead of other
predisposing or enabling factors (Fleury et al., 2014; Min et al.,
2005; Simon et al., 1994). Our study revealed anxiety severity to be
positively associated and depression severity to be negatively as-
sociated with spirituality scores. Religious attendance and spiri-
tuality were found to play a role in the experiencing of lower levels
of psychological distress such as depression and anxiety symptoms
(Kidwai et al., 2014; Papazisis et al., 2014), and hence negative
association between symptom severity (both anxiety and depres-
sion) and spirituality scores would be expected. One possible ex-
planation could be that patients experiencing severe anxiety
symptoms may be more prone to seek immediate relief through
praying and ﬁnding comfort in their religious or spiritual beliefs,
but this requires further evaluation. Lastly, our study also found
depression severity to be associated with emotional support. The
presence of a composite of emotional support (family, friends and
spiritual belief) was found to be a signiﬁcant predictor for reduced
depression severity and recovery in another study (Nasser andOverholser, 2005).
Evidences supporting the link between good mental health and
positive outcomes are in abundance (Keyes, 2002, 2004; Keyes
et al., 2010; Keyes and Grzywacz, 2005; Keyes, 2005b). This study
chose life satisfaction and general functioning as the two observed
outcome measures among our sample with affective disorders as
they are widely recognized as important treatment goals and
components of recovery in individuals with mental disorders
(Yanos and Moos, 2007). Our study revealed that positive mental
health is signiﬁcantly associated with life satisfaction on a self-
reported instrument and general functioning on an interviewer-
administered assessment, even after controlling for socio-
demographic and clinical variables. From our regression analyses,
we found that the size of association between PMH and our out-
come measures were attenuated most by their self-reported
symptoms severity, with relatively little change caused by socio-
demographic or clinical statuses. This implies the importance of
both symptom severity and positive mental health as determi-
nants of life satisfaction and general functioning among our af-
fective patients. Studies have reported similar ﬁndings in which
psychiatric symptoms and the different aspects of positive mental
health such as social support, problem-solving ability and per-
ceived sense of freedom were the strongest predictors of life sa-
tisfaction or quality of life among people with mental illnesses
(Barnes et al., 2012; Koivumaa-Honkanen et al., 1999; Koivumaa-
Honkanen et al., 1996; Young, 2004). Most importantly, the ﬁnd-
ings suggest that positive mental health and symptom severity
may mediate each other on their relationship with life satisfaction
or general functioning, hence the importance of the role of posi-
tive mental health among mentally ill individuals. A moderation
effect on the relationship between symptoms severity and these
outcomes may also be possible depending on the speciﬁc PMH
domains. However, further analyses will be required to conﬁrm
their relationships and the types of effect involved.5. Limitations
Our study was based on cross-sectional observations of a
smaller group of outpatients and ﬁndings may not be general-
izable to patients with depressive and anxiety symptoms seeking
treatment in other settings or used to establish causal relation-
ships. Only English-speaking adults and those aged 21–65 years
were included in our study. The multi-dimensional instrument
used in the current study may not have captured all aspects that
contribute towards the PMH of different individuals. Nonetheless,
we believe that our choice of PMH instrument is appropriate as it
encompasses essential domains that were also identiﬁed in other
models of PMH by Johoda (Jahoda, 1958) and Vaillant (Vaillant,
2003). Furthermore, the PMH instrument has demonstrated su-
perior reliability and validity in a study population of the same
country of origin (Vaingankar et al., 2011). We also did not collect
other relevant information that has been known to be associated
with PMH. Examples were income (Kahneman and Deaton, 2010)
and personality traits (Lamers et al., 2012). Several associations
were signiﬁcant on the level of multivariate analysis but not in
bivariate analyses e.g., age with ES score and education with IS
score. There could be certain interactions with other covariates
that may be in play but we did not investigate this further. Lastly,
only patients with depression and anxiety disorders were re-
cruited, and thus further testing involving other types of affective
disorders such as bipolar disorders may be necessary to improve
the generalizability of the ﬁndings.
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Mental illness and mental health are not mutually exclusive.
Individuals living with a mental illness can possess good mental
health and thus, experience positive outcomes. While plans to
promote positive mental health at the community or system level
may not be easy, healthcare institutions may consider im-
plementing mental health promotion strategies among people
with mental illnesses, particularly among those with early age of
onset of illness. These can be achieved through enhancing in-
dividuals’ empowerment and participation, and reducing risk
factors associated with poor mental health among these in-
dividuals. Such efforts not only help to improve patients’ quality of
life but may also help to reduce avoidable costs associated with
healthcare services utilisation.Role of the funding source
The funding source had no role in the study design; in the collection, analysis
and interpretation of data; in the writing of this report; and in the decision to
submit the article for publication.Acknowledgments
This research is supported by the Singapore Ministry of Health’s National
Medical Research Council under the Centre Grant Programme (Grant No.: NMRC/
CG/004/2013).References
Aas, I.H., 2010. Global Assessment of Functioning (GAF): properties and frontier of
current knowledge. Ann. Gen. Psychiatry 9, 20.
Barnes, A.L., Murphy, M.E., Fowler, C.A., Rempfer, M.V., 2012. Health-related quality
of life and overall life satisfaction in people with serious mental illness. Schi-
zophr. Res. Treat. 2012, 245103.
Bukh, J.D., Bock, C., Vinberg, M., Gether, U., Kessing, L.V., 2011. Differences between
early and late onset adult depression. Clin. Pract. Epidemiol. Ment. Health: CP
EMH 7, 140–147.
Diener, E., Emmons, R.A., Larsen, R.J., Grifﬁn, S., 1985. The satisfaction with life scale.
J. Pers. Assess. 49, 71–75.
Dyrbye, L.N., Thomas, M.R., Shanafelt, T.D., 2006. Systematic review of depression,
anxiety, and other indicators of psychological distress among U.S. and Canadian
medical students. Acad. Med.: J. Assoc. Am. Med. Coll. 81, 354–373.
Dyrbye, L.N., Harper, W., Moutier, C., Durning, S.J., Power, D.V., Massie, F.S., Eacker,
A., Thomas, M.R., Satele, D., Sloan, J.A., Shanafelt, T.D., 2012. A multi-institu-
tional study exploring the impact of positive mental health on medical stu-
dents’ professionalism in an era of high burnout. Acad. Med.: J. Assoc. Am. Med.
Coll. 87, 1024–1031.
Fleury, M., Ngamini Ngui, A., Bamvita, J.M., Grenier, G., Caron, J., 2014. Predictors of
healthcare service utilization for mental health reasons. Int. J. Environ. Res.
Public Health 11, 10559–10586.
Gilmour, H., 2014. Positive mental health and mental illness. Health Rep. 25, 3–9.
Hartnett, C.S., Furstenberg, F., Birditt, K., Fingerman, K., 2013. Parental support
during young adulthood: why does assistance decline with age? J. Fam. Issues
34, 975–1007.
Institute of Southeast Asian Studies, Noor Laily binti Dato’ Abu Bakar., 1985. Eth-
nicity and fertility in Malaysia. Singapore: Institute of Southeast Asian Studies.
Jahoda, M., 1958. Current concepts of positive mental health. Basic Books, New
York.
Kahneman, D., Deaton, A., 2010. High income improves evaluation of life but not
emotional well-being. Proc. Natl. Acad. Sci. United States Am. 107,
16489–16493.
Keyes, C.L., 2002. The mental health continuum: from languishing to ﬂourishing in
life. J. Health Soc. Behav. 43, 207–222.
Keyes, C.L., 2004. The nexus of cardiovascular disease and depression revisited: the
complete mental health perspective and the moderating role of age and gender.
Aging Ment. Health 8, 266–274.
Keyes, C.L., 2005a. Mental illness and/or mental health? Investigating axioms of the
complete state model of health. J. Consult. Clin. Psychol. 73, 539–548.
Keyes, C.L., 2005b. Chronic physical conditions and aging: is mental health a po-
tential protective factor? Ageing Int. 30, 88–104.
Keyes, C.L., 2007. Promoting and protecting mental health as ﬂourishing: a com-
plementary strategy for improving national mental health. Am. Psychol. 62,95–108.
Keyes, C.L., Grzywacz, J.G., 2005. Health as a complete state: the added value in
work performance and healthcare costs. J. Occup. Environ. Med./Am. Coll. Oc-
cup. Environ. Med. 47, 523–532.
Keyes, C.L., Simoes, E.J., 2012. To ﬂourish or not: positive mental health and all-
cause mortality. Am. J. Public Health 102, 2164–2172.
Keyes, C.L., Dhingra, S.S., Simoes, E.J., 2010. Change in level of positive mental health
as a predictor of future risk of mental illness. Am. J. Public Health 100,
2366–2371.
Kidwai, R., Mancha, B.E., Brown, Q.L., Eaton, W.W., 2014. The effect of spirituality
and religious attendance on the relationship between psychological distress
and negative life events. Soc. Psychiatry Psychiatr. Epidemiol. 49, 487–497.
Koenig, H.G., George, L.K., Peterson, B.L., 1998. Religiosity and remission of de-
pression in medically ill older patients. Am. J. Psychiatry 155, 536–542.
Koivumaa-Honkanen, H.T., Honkanen, R., Antikainen, R., Hintikka, J., Viinamaki, H.,
1999. Self-reported life satisfaction and treatment factors in patients with
schizophrenia, major depression and anxiety disorder. Acta Psychiatr. Scand.
99, 377–384.
Koivumaa-Honkanen, H.T., Viinamäki, H., Honkanen, R., Tanskanen, A., Antikainen,
R., Niskanen, L., Jääskeläinen, J., Lehtonen, J., 1996. Correlates of life satisfaction
among psychiatric patients. Acta Psychiatr. Scand. 94, 372–378.
Kroenke, K., Strine, T.W., Spitzer, R.L., Williams, J.B., Berry, J.T., Mokdad, A.H., 2009.
The PHQ-8 as a measure of current depression in the general population. J.
Affect. Disord. 114, 163–173.
Ladd, G.W., Buhs, E.S., Troop, W., 2002. Children’s interpersonal skills and re-
lationships in school settings: Adaptive signiﬁcance and implications for
school-based prevention and intervention programs. In: Smith, P.K., Hart, C.H.
(Eds.), Blackwell’s handbook of childhood social development. Blackwell Pub-
lishers, London, pp. 394–415.
Lamers, S.M.A., Westerhof, G.J., Kovács, V., Bohlmeijer, E.T., 2012. Differential re-
lationships in the association of the Big Five personality traits with positive
mental health and psychopathology. J. Res. Pers. 46, 517–524.
Mathew, M., Mohd. Khamsya, K., Teo, K.K., 2014. Religiosity and the Management of
Religious Harmony: Responses from the IPS Survey on Race, Religion and
Language. IPS Working Papers No. 21.29. Milanifar, B., 1997. Mental Health, ﬁfth
ed, Tehran: Qums Publications.
Milanifar, B., 1997. Mental Health, ﬁfth ed. Qums Publications, Tehran.
Min, M.O., Biegel, D.E., Johnsen, J.A., 2005. Predictors of psychiatric hospitalization
for adults with co-occurring substance and mental disorders as compared to
adults with mental illness only. Psychiatr. Rehabil. J. 29, 114–121.
Nasser, E.H., Overholser, J.C., 2005. Recovery from major depression: the role of
support from family, friends, and spiritual beliefs. Acta Psychiatr. Scand. 111,
125–132.
Papazisis, G., Nicolaou, P., Tsiga, E., Christoforou, T., Sapountzi-Krepia, D., 2014.
Religious and spiritual beliefs, self-esteem, anxiety, and depression among
nursing students. Nurs. Health Sci. 16, 232–238.
Parke, R.D., Harshman, K., Roberts, B., Flyr, M., O’Neil, R., Welsh, M., Strand, C., 1998.
Social relationships and academic success. Thrust Edu. Leadersh. 28, 32–34.
Ryan, R.M., Deci, E.L., 2001. On happiness and human potentials: a review of re-
search on hedonic and eudaimonic well-being. Annu. Rev. Psychol. 52, 141–166.
Schulz, R., Beach, S.R., 1999. Caregiving as a risk factor for mortality: the caregiver
health effects study. 282. the journal of the American Medical Association,
JAMA, pp. 2215–2219.
Simon, G.E., VonKorff, M., Durham, M.L., 1994. Predictors of outpatient mental
health utilization by primary care patients in a health maintenance organiza-
tion. Am. J. Psychiatry 151, 908–913.
Spitzer, R.L., Kroenke, K., Williams, J.B., Lowe, B., 2006. A brief measure for assessing
generalized anxiety disorder: the GAD-7. Arch. Intern. Med. 166, 1092–1097.
Swanston, H.Y., Nunn, K.P., Oates, R.K., Tebbutt, J.S., O’Toole, B.I., 1999. Hoping and
coping in young people who have been sexually abused. Eur. Child. Adolesc.
Psychiatry 8, 134–142.
Takeuchi, D.T., William, D.R., 2003. Race, ethnicity and mental health: introduction
to the special issue. J. Health Soc. Behav. 44, 233–236.
U.S. Department of Health and Human Services., 2001. Mental health: culture, race,
and ethnicity: executive summary: a supplement to Mental health: a report of
the Surgeon General. U.S. Dept. of Health and Human Services, Public Health
Service, Ofﬁce of the Surgeon General, Rockvile, MD.
Vaillant, G.E., 2003. Mental health. Am. J. Psychiatry 160, 1373–1384.
Vaingankar, J.A., Subramaniam, M., Abdin, E., Picco, L., Phua, A., Chua, B.Y., Chong, S.
A., 2013. Socio-demographic correlates of positive mental health and differ-
ences by depression and anxiety in an Asian community sample. Ann. Acad.
Med. Singap. 42, 514–523.
Vaingankar, J.A., Subramaniam, M., Chong, S.A., Abdin, E., Orlando Edelen, M., Picco,
L., Lim, Y.W., Phua, M.Y., Chua, B.Y., Tee, J.Y., Sherbourne, C., 2011. The positive
mental health instrument: development and validation of a culturally relevant
scale in a multi-ethnic Asian population. Health Qual. Life Outcomes 9, 92.
Vaingankar, J.A., Abdin, E., Chong, S.A., Sambasivam, R., Jeyagurunathan, A., Seow, E.,
Picco, L., Pang, S., Lim, S., Subramaniam, M., 2015. Psychometric properties of
the Positive Mental Health Instrument among people with mental disorders: A
cross-sectional study, submitted to journal.
Waterman, A.S., 1993. Two conceptions of happiness: contrasts of personal ex-
pressiveness (eudaimonia) and hedonic enjoyment. J. Pers. Soc. Psychol. 64,
678–691.
L.S.E. Seow et al. / Journal of Affective Disorders 190 (2016) 499–507 507Weaver, A.J., Koenig, H.G., 2006. Religion, spirituality, and their relevance to med-
icine: an update. Am. Fam. Physician 73, 1336–1337.
Westerhof, G.J., Keyes, C.L.M., 2010. Mental illness and mental health: the two
continua model across the lifespan. J. Adult Dev. 17, 110–119.
Wilkins, J., Bost, L.W., 2014. Re-engaging school dropouts with emotional and be-
havioral disorders. Phi Delta Kappan 96, 52–56.
World Health Organization, 2005. Promoting mental health: concepts, emerging
evidence, practice. WHO, Geneva.
Yanos, P.T., Moos, R.H., 2007. Determinants of functioning and well-being amongindividuals with schizophrenia: an integrated model. Clin. Psychol. Rev. 27,
58–77.
Young, K.M., 2004. Factors predicting overall life satisfaction for people with long-
term mental illness factors. Int. J. Psychosoc. Rehabil. 9, 23–35.
Zisook, S., Lesser, I., Stewart, J.W., Wisniewski, S.R., Balasubramani, G.K., Fava, M.,
Gilmer, W.S., Dresselhaus, T.R., Thase, M.E., Nierenberg, A.A., Trivedi, M.H., Rush,
A.J., 2007. Effect of age at onset on the course of major depressive disorder. Am.
J. Psychiatry 164, 1539–1546.
